Abstract {#s0005}
========

A 72 year-old patient presented for endometrioid ovarian cancer follow-up. She had no complains, normal CA125, but the CT scan showed bulky retroperitoneal lymphadenopathy. She was treated two years ago with total hysterectomy, bilateral salpingo-oophorectomy, omentectomy and peritoneal biopsies. No lymphadenectomy was performed at that time. She also had adjuvant chemotherapy (6 cycles of carbo/taxol). She was referred to laparoscopic retroperitoneal lymphadenectomy^2^. The complete technique is demonstrated, starting with patient and team positioning and trocar placement. It demonstrated step by step the dissection of retroperitoneal space, ureters, renal and lumbar vessels, sympathetic nerves and all other important retroperitoneal structures. The film demonstrates that this approach can offer a less morbid, minimally invasive surgical treatment alternative ([@bb0025], [@bb0030]).

Appendix A. Supplementary data {#s0015}
==============================

The following is the supplementary data related to this article.For this surgery a diamond shaped port placement is used. Two 10 mm and tree 5 mm ports. Camera is performed at the 10 mm suprapubic port. The surgeon stays at the right side of the patient. The monitor is just on top of the patients head. Surgery starts with the placement of all small bowel on the superior abdomen, particularly on the right side. Opening of the retroperitoneum on the top of the right common iliac artery all the way up to the duodenum. Dissection of the avascular plane between the retroperitoneum and duodenum is performed. The duodenum is dissected and displaced cranially. Stay sutures are placed through the abdominal wall to allow proper visualization of the retroperitoneum. Sutures can be performed with straight needles stitches or devices specifically designed for this purpose. The sutures are placed lateral to the trocars to avoid conflict with the instruments. They are fixed with Kelly clamps. The dissection starts at that level of the right common iliac artery. The right ureter is identified. The ureter is the lateral limit of the dissection. The dissection of the retroperitoneal lymph nodes goes all the way up to the renal vein. An instrument placed throughout the umbilical port is used to retract the duodenum. The vena cava is completely dissected all the way up to the right renal vein. The right gonadal vein is also identified. All the lymph nodes lateral to the vena cava can be dissected at this point. You can easily identify the right ureter, psoas muscle, sympathetic right trunk and vena cava. The next step is the resection of the intercavoaortic lymph nodes. Is dissection should be performed very carefully because of the risk of bleeding of the lumbar vessels. Those vessels can be preserved or ligated if needed. Dissection goes all the way up until the identification of the left renal vein. Just below the left renal vein we can identify the right renal artery. All of the intercavoaortic lymph nodes are resected at this point. The surgery follows with the dissection of the left common iliac vessels. The hypogastric nerve is identified and can be preserved. In this specific case the option was to section the nerve because of the high-volume of disease. Just distal and posterior to the aortic bifurcation is the common left iliac vein. During dissection there was a very small injury in a branch coming from the vein. The option was to perform a compression to allow proper hemostasis. After no signs of bleeding, an hemostatic agent was placed on top of the small injury. Dissection of the left para-aortic lymph nodes starts lateral to the left common iliac artery to the psoas muscle. The dissection goes lateral to the aorta. A good part of the tumor is posterior to the aorta. That brings a very challenging procedure considering the risk of the lumbar vessels. Posterior to the aorta we can identify several lumbar vessels, the sympathetic trunk and the intervertebral disc. The section of the sympathetic lumbar chain. Very careful dissection performed all the way up to the left renal vein. After completely freeing the left renal vein, the lymph nodes are transposed on top of inferior mesenteric artery. Finishing the dissection, some lymphatic ducts can be observed.The lymphatic duct is clipped using the 10 mm umbilical port This completes the retroperitoneal lymph nodes dissection The specimen it Is placed in an extraction bag. All structures are revised to identify any inadvertent injury. Surgical hemostasis is also revised.
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